This study was undertaken to determine the diagnostic feasibility of detecting both qualitatively and quantitatively stenotic wall abnormalities in the left main coronary artery (LMCA) and its bifurcation. Adequate two-dimensional echocardiographic (2DE) images of the LMCA were obtained in 18 of 20 patients with angiographically proven coronary artery disease (CAD). In 15 of 18 patients the LMCA was completely imaged but in different 2DE-planes in most of the cases. Only in 4 of 18 patients could adequate images of the bifurcation, including the central parts of left anterior descending and circumflex branches, be demonstrated. On the contrary, the 2DE detected calcification of the LMCA identified by fluoroscopy in only 2 of 5 patients.
T HE majority of patients with ischemic heart disease have coronary atherosclerosis. Doubtless, at the present time, selective coronary angiography is still needed to determine the location and degree of coronary artery disease (CAD). However, as this is an invasive procedure, indications for follow-up studies with and without drug therapy, following Jpn. Heart J. September 1983 percutaneous transluminal coronary angioplasty (PTCA) and/or aortocoronary bypass surgery are limited.
Two-dimensional echocardiography (2DE) has made possible the echocardiographic evaluation of left ventricular wall abnormalities caused by CAD.1) Recently the left main coronary artery (LMCA) has been imaged using 2DE and time motion techniques (tm). The abnormalities of the LMCA have been identified echocardiographically as either echoes changing the lumen1)-11) or as wall high intensity echoes which are modified by different types of special signal processing techniques.12),13) In order for 2DE to have potential clinical usefulness in this indication, semi-quantitative detection of abnormalities in the LMCA should be possible.
The purpose of this study is to clarify the diagnostic accuracy of 2DE for the detection both qualitatively and quantitatively of angiographically documented CAD involving the LMCA or its bifurcation. 
RESULTS
Adequate 2DE images of the LMCA were obtained in 18 of 20 (90%) patients (Table I ). The reason for two inadequate images was the interposition of the pulmonary artery combined with a small echo window in elderly patients. In 15 of 18 (83%) patients the LMCA was imaged completely, in most cases with different 2DE-planes. In only 4 of 18 (22%) patients could adequate images of the bifurcation be demonstrated (Fig.2) . Correct morphological 2DE identification (location, severity, configuration) was obtained in 13 of 14 (93%) patients with LMCA obstruction (Fig.3) . In 1 patient the 2DE images gave false negative results. Fig.5 ).
DISCUSSION
This study shows that unmodified 2DE can image the LMCA in a majority of patients with CAD. The results are at the same level as previously reported by antilog signal processing technique of 2DE.13) As with most special 2DE procedures a learning curve exists until everyone is fully skilled in this procedure. To assess LMCA lesions in patients with CAD, however, imaging of the whole length from the aortic ostium to the bifurcation is necessary. At this time our success rate has increased in our study to 83%. This study also confirms that the best results were obtained from the central parts of the LMCA. Often, only the origin and a short segment of the LMCA can be imaged in one frame.13) The results are better using lateral and superior rotation of the echo transducer in the short axis view. Changing the intercostal space is not useful in these cases.
Obviously the bifurcation is the border line. Our results were poor in cineangiographically proven bifurcation stenosis. Although in vitro, with a better ultrasonic signal to noise ratio, the bifurcation and the proximal LAD were visualized,14),15) obviously in vivo, the intervening structures of subcutaneous tissue and lung impair the signal to noise ratio of the reflected ultrasound. Additionally, Rogers et al15) reported that larger deposits of epicardial fat can be a strong reflector of ultrasound. In addition this can be responsible for high intensity echoes originating from the region of interest in patients without CAD.
The patient to patient differences in intervening structures, the unknown 
